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Background:  Tuberculous pericarditis with disseminated tuberculosis (TB) is fatal if not treated. Clinical manifestations are often non-
specific. Antituberculosis treatment is lifesaving.
case:  A 53-year-old man with sickle cell disease (SCD) presented with a 1 year history of weight loss and paradoxical hypersplenism. 
Physical examination revealed signs of pericardial effusion (PE): raised jugular venous pressure, diminished apex beat and muffled heart 
sounds. He was tachycardic and breathless on lying flat but no Kussmaul’s sign, pulses paradoxus or hypotension to suggest pericardial 
tamponade. Lungs were clear on auscultation. The spleen was massively enlarged. There was a solitary right cervical lymph node.
decision Making:  Chest radiograph showed a globular shaped heart and ground glass opacity at right lower zone. Echocardiography 
confirmed global PE with absence of diastolic collapse of the right ventricle. Diagnostic pericardiocentesis was technically not feasible 
due to physical obstruction of the spleen and orthopnoea. We noted a computed tomography (CT) scan of the abdomen done 2 months 
prior, which showed a few subpleural nodules over the left lung base and scattered areas of splenic calcifications. Retroviral screening 
and sputum smear for acid fast bacilli were negative. We were not convinced by the diagnosis of hypersplenism as SCD does not cause 
massive splenomegaly. Given the presence of splenic calcifications, PE, ground glass opacity on chest radiograph, raised serum globulin, 
positive tuberculin skin testing and normal peripheral blood leukocyte count, we suspected TB. Excision biopsy of the right cervical lymph 
node confirmed granulomatous lymphadenitis secondary to mycobacterial infection. A repeated CT scan showed disseminated TB features 
in the brain, lungs, pericardium and spleen. He was started on antituberculosis treatment with adjunctive corticosteroids. Two weeks later, 
echocardiography showed marked reduction in PE and significant weight gain.
conclusion:  This case demonstrates the need of a thorough assessment in TB. A high index of clinical suspicion is needed to diagnose 
tuberculous pericarditis with disseminated TB.
